It has been estimated that about thirty-five per cent of all women in the child-bearing age suffer from dysmenorrhea in some form. This single fact is sufficient to justify an earnest effort to improve our understanding of its causes and treatment. Too often the condition has been regarded solely as a symptom, deserving only of symptomatic treatment, without a consistent effort to discover underlying causes and means of correcting them.
( 1 ) an inflammatory lesion such as salpingitis, adherent ovaries with thickened capsules, or chronically engorged pelvic veins; (2) a neoplasm such as fibromyoma or more particularly an adenomyoma, or, most commonly, endometriosis; or (3) an acquired uterine displacement or cervical stenosis subsequent to trauma.
Therefore, the dysmenorrheas should be classified on the basis of their chronology or occurrence-time, rather than upon their pathological background, since identical organic factors may operate in both types. Study, observation, and treatment of the problem can follow an identical plan in both instances, always adapting the treatment to the individual requirements of the case.
Primary dysmenorrhea is by far the commonest type encountered, and the most difficult to treat successfully. This is due not only to the complex and subtle nature of the malady, but also to the fact that the patient is usually young and poorly adapted, both physically and psychically, to the procedures which are essential to satisfactory diagnosis and treatment.
The clinical picture is predominantly one of painful uterine cramps, with or without radiation, lasting from a few hours to several days. Headache, malaise, and vomiting are variable. It is rarely influenced by marriage; it is often associated with sterility, but it is usually cured by childbirth.
The painful spasmodic contractions of the uterine muscle are caused by three possible influences. (1) Obstructive: Stenosis at the internal os may be produced by certain uterine displacements (retroflexion, anteflexion with or without retrocession). The truth of this is established by the numerous instances of cure upon correction of these lesions, while the fact that such disorders may exist without dysmenorrhea is first-hand evidence of the complex etiology of the disease. Similar stenosis may be caused by cicatricial bands at the same point, or a spastic contraction of the muscular fibers at the internal os may duplicate the picture in the absence of a true organic stricture. Obstruction may likewise be produced by inequalities of development, usually a combination of a hypoplastic fundus and a conically elongated cervix with a narrow canal and pin-point os. Congenital inelasticity of the structures of the uterine wall, possibly contingent on a deficiency of ovarian secretion, has also been suggested as an etiologic factor.
(2) An identical type of discomfort may be due solely to a physiologic type of muscular spasm, in the presence of vascular congestion, showing how one passes almost imperceptibly from the obstructive to the congestive etiology.
Engorgement of the endometrium may be secondary to lessened vascular permeability, the swollen mucosa acting thence as a mechanical stimulant to muscular spasm which is relieved by the onset of the flow.
In other instances the menstrual blood itself has been regarded as a foreign body which initiates a modified labor. In this connection it seems quite unnecessary to presume to the degree that most text-books do, that clots are concerned in the process. Menstrual blood does not coagulate unless it is formed in excessive amounts, and menorrhagia is rarely associated with dysmenorrhea. On the other hand, it is easy to imagine a small uterine cavity becoming quickly and severely distended with liquid menstrual blood in the presence of a spastic internal Os.
Furthermore, the fact that the cervix remains relatively unyielding while the spasms of the fundus are intermittent again has its exact counterpart in the mechanism of labor.
(3) The neuralgic aspects of dysmenorrhea are inseparable from the foregoing considerations. Organically, it is impossible to dissociate muscular and nervous elements. What we speak of as a muscular reaction, is actually a neuromuscular phenomenon. Functionally, we must recognize variations in nervous stability and susceptibility to pain. The spasms, or modified labor pains of dysmenorrhea, might be unnoticed by the average individual, but painful to those with nervous instability or of a psychoneurotic constitution. On the other hand, long-continued physical suffering of this character may exert a cumulative injurious effect upon the psyche, so that caution must be exercised in the interpretation of which factor is primary and which is secondary.
Membranous dysmenorrhea continues to present a poor prognosis, and it is fortunate that the condition is rare. However, when it is recalled that (1) the normal cellular content of the menstrual secretion, (2) the exfoliative endometritis of membranous dysmenorrhea, and (3) true decidua formation can properly be regarded as successive degrees of the same formative process, viz., the reaction of the uterine mucosa to the ovarian secretions, there is reason to hope that the new studies of these hormones may eventually produce some practical therapeutic weapon.
Text-books of gynecology consistently state that the therapy of dysmenorrhea is generally unsatisfactory and that failures exceed successes by all methods to date. However, this pessimistic view will not prevail after etiology becomes more clearly understood and coordinated.
The broad field of treatment can be properly broken down into three types:
1. Medical. Until recently, internal medication has aimed to treat effects rather than causes, and has consisted essentially of sedatives, local or general. In the order of their intensity, these have comprised:
a The last of these has aimed beyond the mere treatment of symptoms. The conservative physician may still appraise the sex hormones as empirical, but it can be honestly stated that they are rapidly emerging from this status.
The follicular hormone (theelin) induces spasm of the uterine musde, while progestin is known to have an inhibiting effect. The corpus luteum hormone is not yet available commercially. An active principle, derived from pregnancy-urine and marketed as Antuitrin-S (Parke, Davis & Co.) has been employed by Novak, who has already published the results of its use in a series of cases with encouraging results. Here it is emphasized that the pain of dysmenorrhea coincides with the degeneration of the corpus luteum, which begins just before the flow, whereas folliculin continues to be generated throughout the cycle and at this time exerts its stimulating effect upon the uterus unchecked.
In this connection, however, it is of interest to note that folliculin presumably reaches its highest concentration at the time of ovulation, and at that time is almost completely free from the antagonistic influence of the corpus luteum. Yet "Mittelschmerz," or intermenstrual pain, is very uncommon, a fact which suggests that endocrine considerations alone are not the sole answer to the dysmenorrhea problem. In fact, "Mittelschmerz" is now generally attributed to slight bleeding into the peritoneal cavity coincident with rupture of the follicle.
2. The surgical treatment of dysmenorrhea may be classified as follows:
a. Dilatation and curettage. In the classical sense, this procedure has effected relief or cure in from 60 to 75 per cent of all cases. Most authors regard it as the most dependable of all therapeutic measures.
b. Plastic operations on the cervix are relatively radical. They are often followed by troublesome cervicitis and by a subsequent tendency to abortion.
c. The stem-pessary invites endocervicitis and pelvic cellulitis, and while temporary relief may be secured, the end-results are likely to be complicated and altogether disappointing.
d. The surgical treatment of inflammations, neoplasms, and displacements has a rational place in the scheme. Fortunately, the commonest of these conditions, a backward displacement of the uterus, can be subjected to a therapeutic test by manual correction and pessary, under anesthesia if necessary, before resorting to operation.
e. Resection of the pre-sacral nerves, cervical ganglia, and chordotomy are technically difficult procedures, and it is doubtful if any problem of dysmenorrhea cannot be just as successfully met by alternative methods of a less radical character.
f. Hysterectomy has always been the last line of defense, but its justification is open to question unless coincident pathology requires the operation, or unusual circumstances make it expedient. g. Radium is available for cases wherein surgical treatment is desirable but contra-indicated. A complete familiarity with its risks and limitations is essential, but experience has shown that an average dosage of 300 milligram-hours properly filtered, and repeated if necessary, will generally produce an uncomplicated temporary amenorrhea. This will last from three to six months and is often followed by an improved menstrual status. Seuffert states (1) that radiation producing an amenorrhea does not stop ovulation, and (2) that there should be no ill effect upon the fetus in the event of later pregnancy. Radiotherapy, however, harbors unavoidable dangers, and should be reserved for the very occasional case. The vast majority of patients present themselves at a period of life when any risk of sterilization is to be rigorously avoided.
3. In addition to those measures which are purely medical or surgical, certain border-line considerations and methods of treatment should be mentioned.
The constitutional factor is important in so far as we recognize and treat such clear-cut organic entities as anemia, tuberculosis, or thyroid disease; the more subtle syndromes, like neuro-circulatory asthenia and the allergic states; and the psychoneuroses, hysteria, and hypochondriasis. On the other hand, the individual constitution has too often been blamed for the condition in lieu of making a determined search for more tangible causes, and patients are too often dismissed with the assurance that things will be better with the improvement of the general hygienic regime.
A critical analysis of such a recommendation reveals a rather sterile field. Adequate and regular diet and rest are admittedly beneficial to anyone, under any conditions, but their specific effect upon dysmenorrhea remains to be established. Postural treatment, even in its most highly organized forms, has been much overdone, and unless cases are selected with discrimination and treated with great precision, results will be disappointing. Catharsis at the onset of the period seems to help some patients, but the mechanism of its action is obscure. If this practice is aimed at circulatory depletion, it is well to recall that castor oil is given at term to induce local hyperemia, with the specific intent of inducing uterine spasm and pain. Local heat is almost universally employed and acts through its sedative effect upon the sensory nerve-endings of the skin where visceral pain is reflected. It is of value only as a substitute or supplement to medical sedatives. A complete change of location, or of work, or an extended holiday has been remarkably specific in some cases.
The nasal treatment of dysmenorrhea by cocaine, trichloracetic acid, or galvano-cautery has been discredited by most students of the problem, although it possesses the virtue of freedom from risk, and may have a beneficial psychic influence.
In conclusion, I wish to revert briefly to the question of dilatation and curettage. My own studies have revolved about this procedure, and results achieved have been largely referable to it. Although most authors agree as to its efficacy, it has remained heretofore a surgical operation with its attendant inconvenience, loss of time, and cost. Therefore, it has not been utilized to the extent warranted. It has also been customary to execute it rather vigorously since the patient was under anesthesia and the operator was anxious to do the work thoroughly. As a consequence, the intended dilatation was often a laceration, or at least was attended with sufficient tissue injury to be followed in time with scar formation and associated constriction at the internal os, which favored the subsequent return of symptoms.
The benefits of this treatment may be secured, its objections may be eliminated, and its effects may be enhanced by the following method: The patient is treated at the office, preferably in the last half of the inter-menstrual period. Following a simple cleansing preparation of the vagina and cervix a pelvic examination is made, largely to determine the direction of the cervico-uterine canal, particularly as it may be influenced by uterine displacements or flexions. A fine flexible sound is then shaped to the general course of the canal and very gently passed into the uterus for confirmation of direction and depth, for the identification of unexpected irregularities, and particularly to sound the characteristics of the internal os. The smallest Hegar dilator (No. 5) is then well lubricated and passed to the internal os, as a rule, painlessly. Its passage through the internal ring is momentarily painful in most cases. If no resistance is encountered, it is well to use a dilator of larger size. This is allowed to remain in the uterus from five to ten minutes. During the interval discomfort or cramps may be noted, which ordinarily diminish under observation, and practically always cease upon the removal of the dilator. Usually a drop or two of blood appears at the external os, which probably comes from the endometrium rather than from the cervix. The usual result is a painless menstruation at the appointed time. Curettage is not done except for cause, and then under anesthesia at the hospital.
The number of cases so treated has been comparatively small, yet several of these have been very severe, and relief has been consistently prompt and complete. A single treatment has been sufficient for the average individual or at most two in successive months. In two instances partial relapse occurred four months after a single treatment, but its repetition in each case has kept these patients symptom-free to date. Two of the patients regarded themselves as victims of sterility, and one has conceived since treatment.
It is impossible to say why all patients with a stenosis of the cervix do not experience painful menses, and it is not clear why dysmenorrhea exists with a patulous cervical canal. In the latter case, perhaps a different situation prevails at the time of the flow.
This approach to the problem is not original in principle, only the technic is modified and the indications broadened. Dilatation of any spastic or stenosed canal such as the esophagus, ureter, urethra, or rectum is a well-established procedure and is often productive of lasting relief, which is greatly out of proportion to the simplicity of the treatment. Certain authors attribute the correction of a stenosed cervico-uterine junction following full-term delivery to the maturity of the structures induced by the local alterations incident to pregnancy. This is a rather fantastic concept, because the very acquisition of a pregnancy presupposes maturity, and absence of dysmenorrhea following delivery is probably due to nothing more than the extremely thorough dilatation induced by the process, which persists in spite of the contractures incident to complete healing.
The method of treatment here described aims to imitate, as well as to anticipate, in many instances, nature's method of cure. It is free from risk, the cost to the patient is negligible, and experience to date suggests that it is full of promise. The general adoption of this practice in an experimental way might in a relatively short time provide a more conclusive appraisal of its value.
